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Editorial Comment 


“DUMMY 
DIRECTORS” 


Dummy directors are a disease 
which sometimes afflicts or- 
ganizations. 


It is caused by the simbrosis of a doctor 
suffering from an indiscriminating desire for 
free advertising, and the desire of a layman 
who covets power over affairs medical to 
which he, a layman, is not entitled by the 
Constitution and By-Laws under which such 
a lay employee works. 


The layman says to the doctor, “We want 
you on our Board of Directors.” “No,” says 
the doctor, “I have no time to devote to work 
in which I am not primarily interested.” Of 
course, that is why the layman chose him. 
“Don’t let that worry you, doctor, we will do 
all the work, and you will get the credit.” 

So the doctor snatches a little cheap pub- 
licity to which he is not entitled, and lives a 
lie, in that he actually directs nothing. 

Rest assured, Doctor Dummy Director, you 
maintain your position only because you are 
considered too stupid or disinterested to know 
what is going on in the organization. 

Resign, regain your self-respect, and the 
respect of the members of your profession 
who know what it is all about. Make room for 
the specialist whose life work is to direct such 
enterprise. 


When a chest specialist is invited to be a 


director of an X-ray Organization, of a Cancer 
Research Institute, of a Heart Association, or 
of some other beneficial set-up entirely apart 
from his specialty, which his superiors in 
those avenues of activity passed by, I hope his 
common sense gives him wits enough to re- 
cognize the insult to him and his profession. 

Be too proud of your profession to be a 
Dummy Director! 


Direct or Resign! F. W.B. 


EXAMINE 
THE SPUTUM 


Every doctor who would make 
any kind of an examination 
of a patient for pulmonary 
tuberculosis, should also examine the sputum. 
It is most simple, and by doing it yourself, the 
trouble and unnecessary waiting incident to 
forwarding a specimen to the state laboratory 
is obviated. Repeated examinations are in- 
dicated in many cases. It is a safe rule that 
the sputum should not be considered negative 
for tubercle bacilli unless several specimens 
have been rather meticulously searched. Any 
doctor who has the equipment to make an 
examination of the urine or to examine a 
blood smear has the essentials for examin- 
ing the sputum for tubercle bacilli. A micro- 
scope, glass slides, a flame and a bottle or 
two of simple stains complete the required 
outfit. There is no need here to go into the 
details of this laboratory examination. These 


1938 
deg 
She 
CHEST 
the 
AN 
Cc 
< rey 

€$ René Laénnec 
with 
‘tion PHYS 
vides 
will 
om- 
vite 
) us 

nce, 
bure 
em, 
et, 
tion 
|_| 
| 
5 


DISEASES OF THE CHEST 


can be obtained from almost any textbook 
or laboratory manual. In practically every 
community there are open, far advanced 
cases of pulmonary tuberculosis. Would this 
were not so, but unfortunately it happens to 
be. Happily, however, for our purpose at hand, 
it may serve in a helpful and practical way. 
The practitioner can perfect himself in the 
staining technic of tubercle bacilli from this 
known positive source. Once this has been 
attained, the feeling of assurance, yes, inde- 
pendence, is most comforting. You have ac- 
quired the possession of a most potent means 
of investigation; and one that reaches into 
the shadows of one of mankind’s greatest 
scourges. 

One or two more bottles of chemical reag- 
ents, a centrifuge, and the set-up for per- 
forming the concentration method is at hand. 
This is a more accurate and refined method 
for finding the tubercle bacillus in the sputum 
and should be employed when the examina- 
tion is negative by the usual direct method. 
Here again, any laboratory manual will give 
the details of this procedure. While it is very 
true that pulmonary tuberculosis frequently 
exists when no tubercle bacilli can be de- 
monstrated in the sputum —and it is pro- 
foundly hoped that continued efforts will be 
directed to diagnose it more often at such 
time—it can be stated that the presence of 
tubercle bacilli in the sputum practically 
always means the existence of pulmonary 
tuberculosis. It is one of the most positive 
proofs in all medicine. Therefore it behooves 
every doctor to equip and perfect himself for 
the examination of the sputum for tubercle 
bacilli. Unlock the door to the puzzle of the 
open case of pulmonary tuberculosis. You 
have the key. C. H. H. 


B.C.G. Dr. Thorvald Madsen, director of 

the State Serum Institute of Den- 
mark, discussed B. C. G. in a recent lecture 
under the auspices of the Abraham Flexner 
Lecturship at the School of Medicine, Vander- 
bilt University. In his opinion, there appears 
to be no danger in its use, when the proper 
precautions are observed. He feels that now 
there has been enough accumulated evidence 
to show that B. C. G. increases the resistance 
to tuberculous infection. He notes that its use 
is being gradually extended and raises the 
question of whether it should be more wide- 
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ly used. He closes his lecture with this Sig- 
nificant statement: “At present it seems to 
me, it might be too risky, even if it were 
practicable in a few places, to eradicate ty. 
berculosis entirely, but preferably to modify 
the course of this infection in,such a way 
that it becomes protective instead of destruc. 
tive.” C.M.H. 


RED CROSS In Peru, the Red Cross has 

FIGHTS completed plans, and is now 

TUBERCULOSIS building a pavilion of 59 

ABROAD beds for tuberculous child- 
ren. 

In San Salvador, the Red Cross has estab- 


lished an anti-tuberculosis dispensary which § 


is worthy to rank with the best. 

In Norway, the Red Cross has been con- 
stantly extending its health activities to in- 
clude preventative work against tuberculosis, 

In Australia, the most characteristic work 
of the Red Cross is the care of crippled child- 
ren and tuberculous patients. C. M. H. 


RESOLUTION: The American College of 

Chest Physicians, in Annual 
Session at San Francisco, June 12, 1938: 
passed a resolution expressing its opposition 
to any measure such as the proposed “State 
Humane Pound Act” which will hinder or 
curtail animal experimentation as conducted 
by fully qualified physicians. 

Progress in medicine and in the sciences 
has been possible because of the use of living 
animals for experimentation. Any move to 
prevent the use of such animals for the bene- 
fits of science is opposed by organized medi- 
cine as a step backward in our modern civi- 
lization. 


Therefore, the American College of Chest 4 


Physicians desires to go on record, and joins 
with other organized medical groups in op- 
posing this proposed legislation. 
Victor S. Randloph, M.D., F.A.CS.. 
Chairman, Phoenix, Arizona. 
Walter E. Vest, M.D., F.A.C.P., 
Huntington, West Virginia. 
Alexius M. Forster, M.D., F.A.C.P., 
Cragmor, Colorado. 


By: Robert B. Homan, Jr., M.D., 
Secretary, American College of 
Chest Physicians, El Paso, Tex. 


Dated: August 16th, 1938. 
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ALLERGY IN We have been just a little 
TUBERCULOSIS too prone to consider the 

allergic side of the tuber- 
culous problem as of theoretical and academ- 
ic importance only. Actually, it is of practical 
and vital significance. Without getting into 
the theoretical aspect of the question, we 
know that during the process of repair, that 
it, during the process of recovery, and actual- 
ly after arrest of the disease, that the tuber- 
culin reaction is the strongest. It is in the re- 
covering or the recovered cases that we find 
clinical allergy in the form of asthma, hay 
fever, etc. 


When these frank clinical aspects of allergy 
exist the entity is recognized and understood 
and is then only a clinical problem. There 
are, however, definite allergic phases to the 
management of the recovery stage of tuber- 
culosis that can escape attention and recog- 
nition and that are fraught with dangers and 
even disastrous results. 


Take the problem of so called pleural shock. 
I cannot say what has occurred in the other 
fellow’s case of pleural shock, but I have 
studied my own cases carefully. Some of my 
cases of so called pleural shock unquestion- 
ably have been due to air embolism. Such 
cases, however, are irrelevant to this discus- 
sion. I am confident that idiosyncrasy to no- 


-vocain was the cause of the shock that existed 


in all of my own series not attributal to air 
embolism. Landsteiner has proven that drug 
idiosyncrasy is true allergy. I have observed 
anaphylactic shock in surgical procedures on 
the tuberculous not involving the pleura, in 
two cases. I am now treating a nurse for 
seasonal hay fever who told me that during 
the year she took artificial pneumothorax 
and that she “passed out” at each refill. The 
doctor thought it was pleural shock, but when 
she called attention to the fact that she fre- 
quently had “passed out” before he started 
the pneumothorax refill, she was told that it 
was “nerves.” One of my colleagues, in report- 
ing a case of pleural shock a year ago, stated 
that he had not yet pierced the parietal 
pleura with the needle when the siezure oc- 
curred. Iam, therefore, convinced that at least 
some cases of so called pleural shock are due 
to drug allergy. 


Many men treating tuberculosis have had 
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crises occur following the administration of 
horse serum and other protein substances 
introduced as coagulants in hemoptysis. Per- 
plexing crises have occured following the ad- 
ministration of aspirin, quinine, and other 
drugs that quite definitely point to the pos- 
sibility of the allergic phenomenon. 


The second thing that I would call atten- 
tion to is the shock that quite frequently fol- 
lows transfusion in the tuberculous, seen 
most often when transfuion is part of the 
after treatment following thorocoplasty. 
These shocks occur in cases in which there 
is no question, but what the typing has been 
carried out accurately. I think it is far fetched 
to consider the shock as due to the foods that 
the donor may have eaten prior to the trans- 
fusion. I think we should be conscious of a 
much more probable allergic cause: the pos- 
sible sensitivity of the patient to foreign 
blood serum, even though it be human and 
meets our arbitrary requirements from the 
standpoint of typing. Another is that in any 
form of indirect blood transfusion there is 
bound to be a certain amount of destruction 
of red blood cells. Dead red blood cells pro- 
duce foreign protein reaction, and when this 
occurs in the highly allergic case, such as we 
are so very liable to find in the old tubercu- 
lous case that has come to thorocoplasty, I 
think it is easy to explain some of the shocks 
and crises that accompany blood transfusions 
in these cases. 


I believe we cannot over emphasize the im- 
portance of possible sensitivity of an allergic 
sort in the chronic tuberculous. 


“Medicine without ideals and without ethics 
ceases to be a profession,” said Irvin Abell, 
President of the American Medical Associa- 
tion. This statement is very significant in 
view of the current threat of state medicine. 
Does state medicine mean a politically stim- 
ulated doctorate and a consequent abolition 
of ideals and ethics; or does it mean freedom 
from financial worries and a chance to really 
practice the medicine of ideals and ethics? We 
wish we knew the answer. 
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Anprew L. Banyal, M.D." 
Wauwatosa, Wisconsin 


HE treatment of pulmonary tuberculosis 

is passing through a phase in which a 
great deal of attention is being paid to all 
types of mechanical and surgical measures. 
At the same time, certain so-called medical 
problems of the disease are not given ade- 
quate attention. I am referring here particu- 
larly to the management of cough and the 
treatment of dyspnea. An intelligent and ef- 
ficient management of these conditions is 
impossible unless one knows their causes, 
severity, frequency, duration, and the pa- 
tient’s pulmonary and general status. 

Four years ago I published a communica- 
tion on the use of carbon dioxide inhala- 
tions in pulmonary tuberculosis'. At that 
time, on the basis of my clinical experience, 
I arrived at the following conclusions: 1. The 
administration of a mixture of 10 per cent 
carbon dioxide and 90 per cent oxygen by 
means of repeated inhalations was found to 
be a safe procedure in pulmonary tubercu- 
losis. 

2. The most consistent benefits derived 
from this treatment were (a) easy, effortless 
expectoration; (b) diminution of cough; and 
(c) relief from dyspnea. 

3. Concomitant beneficial results were (a) 
sustained rest for the diseased lung during 
the absence of cough; (b) better and more 
relaxed sleep; (c) improvement in the gen- 
eral well-being; (d) better appetite, and in 
some cases relief from laryngeal pain. 

4. The inhalation of carbon dioxide not 
only alleviates distressing cough but also 
enables one to reduce the consumption of 
narcotics and expectorants in such cases. 

The clinical application of this treatment 
was based on the use of carbon dioxide in- 
halations in conditions characterized by an 
inadequacy or embarrassment of respiration 
and on data concerning functional changes 
in the lung and its subdivisions under the 
effect of these inhalations. Haldane and 


* Department of Medicine, Marquette University Medi- 
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Carbon Dioxide Inhalation in 
Pulmonary Tuberculosis 


Priestly? were the first who demonstrated 
the importance of carbon dioxide in the 
control of respiration. To Henderson? goes 
the credit for being the first who suggested 
its therapeutic application. In 1920 Hender- 
son and his associates‘ recommended its ad- 
ministration after operations. Subsequently: 
the inhalation of a mixture of carbon dioxide 
and oxygen was proposed for the treatment | 
of carbon monoxide poisoning. When inhala- 
tional treatment is given in such cases, the 
respiratory center is stimulated, and con- 
sequently the oxygen intake and the carbon 
monoxide elimination are increased. An ad- 
ditional benefit is the prevention of post- 
asphyxial pneumonia, a complication that 
occurs in about one-third of the severely 
gassed cases. The beneficial influence of car- 
bon dioxide inhalations in ether and alcohol 
intoxication, morphine poisoning, resuscita- 
tion after drowning and electric shock, and 
resuscitation of new born babies are attri- 
butable to the stimulation of the respiratory 
center. The inhalations were found to be of 
value in the prevention of postoperative mas- 
sive atelectasis® and in counteracting hypos- 
tatic pulmonary congestion’. Because of the 
fact that the coronary arteries dilate under 
the effect of carbon dioxide inhalations, their 
use for checking attacks of angina pectoris 
was also suggested’. 


The direct effect of these inhalations upon 
the bronchi was studied by Brown’. His 
bronchoscopic examinations on patients re- 
ceiving carbon dioxide - oxygen inhalations 
revealed that as the result of the increase 
in the depth of breathing, the walls of the 
bronchi approximate one another, and in this 
manner tend to free any secretion attached 
to the wall. Furthermore, he saw a definite 
blenching of the mucous membrane and vi0- 
lent movements of the bronchial tract. Prinz- 
metal and his associates!® presented experi- 
mental evidence that the inhalation of car- 
bon dioxide increases the negativity of the 
intrapleural pressure. I! was able to demon- 
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strate empirically that following these in- 
nalations the tenacious, viscid, mucopurulent 
contents of the bronchi and alveoli become 
liquified and less adherent to the walls of the 
respiratory tract. 

The significance of these effects cannot 
pe appreciated unless one keeps in mind the 
potential danger and the actual damage 
caused by the accumulation of inflammatory 
products in the lungs. Stagnation of these 
products is harmful for several reasons: 1. 
Lack of their elimination leads to their de- 
livery to the blood stream and thus to varying 
degrees of toxemia. 

2. The presence of viscid mucus or muco- 
purulent plugs in the bronchi or bronchioles 
may cause massive or lobular atelectasis. 
These, in turn, are followed by sudden or 
slowly developing symptoms, such as dyspnea, 
thoracic pain, rise in temperature and cyanos- 
is. Iam of the opinion that the clinical entity 
known as autotuberculinization that is char- 
acterized by a rise of temperature and pulse 
rate, by general malaise and loss of appetite, 
is oftentimes the result of the development 
of varying degrees of atelectasis. Accordingly, 
the treatment of this symptom complex 
should be focused upon the elimination of 
atelectasis rather than upon the use of mere- 
ly symptomatic measures. It is surprising how 
often these two conditions, massive and 
patchy atelectasis are overlooked by phthis- 
iologists. In spite of the characteristic roent- 
genologic appearance they remain unnoticed 
or taken for tuberculous involvement of the 
lung parenchyma or the pleura. 


3. The stagnation of purulent material on 
the walls of the respiratory tract is prone 
to cause ulceration, like tuberculous ulcers 
develop in the intestines in tuberculous pa- 
tients who swallow their sputum and have 
an intestinal stagnation. Ulceration of the 
tracheobronchial tract may cause varying 
degrees of hemorrhage, weakening of the 
bronchial wall and consequent bronchiectasis, 
Cicatrical stenosis, and, above all, an ap- 
parently unexplainable cough that is very 
difficult to control. 


4. The retention and collection of mucus 
and pus weakens the ciliary action of the 
mucous membranes and thereby weakens the 
process of natural evacuation of the respira- 
tory tract. By obliteration of the air pas- 
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sages the lungs become underinflated. Thus, 
diminution of the ciliary function and under- 
inflation of the lung represent a double 
handicap in the way of efficient cough. The 
lack of efficient cough favors the retention 
of mucopurulent inflammatory products thus 
completing a disastrous vicious circle. 


The prevention of toxemia from absorp- 
tion is of utmost importance. The attitude 
of neglecting adequate pulmonary drainage 
when marked wheezing, sybillant and sonor- 
ous rales, and wide-spread large moist rales 
are detectable may have serious consequences. 
The administration of opiates leads only to 
a protracted toxemia in such cases. The 
judicious use of carbon dioxide inhalations, 
on the other hand, is likely to induce ade- 
quate drainage from the lungs. This, in turn, 
not only obviates toxemia from absorption, 
but also may facilitate the closure of cavities, 
aid the approximation of ulcerated areas and 
promote the healing of icsions of the mucous 
membranes of the bronchi. 


The seriousness of massive or patchy atel- 
ectasis resulting from obstruction of the air 
passages by inflammatory secretions lies not 
only in the symptoms abies by the devel- 
opment of atelectasis, but also in the potential 
predisposition of the atelectatic areas to the 
invasion of pathogenic microorganisms. Car- 
bon dioxide inhalations should be given to 
patients who are prone to develop atelectasis. 
These include cases with auscultatory evi- 
dence of profuse formation of secretions that 
are not expectorated. In other instances the 
amount of bronchial secretions might be 
moderate, but their elimination is inadequate 
because the respiratory movements are re- 
stricted owing to thoracic pain, adhesions, or 
fear of hemorrhage. In cachectic patients the 
respirations may be incomplete and the in- 
tercostal muscles weakened so much that 
when the diaphragm descends during inspira- 
tion the lower thoracic wall is sucked in and 
thus the basal portions of the lungs remain 
underinflated or gradually arrive at a stage 
of atelectasis. A not infrequent camouflaged 
form of massive atelectasis is caused by 
bronchial spasm in the presence of retained 
secretions; it appears as a periodically recur- 
ring “spasmodic asthma.” 


The development of atelectasis results in a 
diminution of the respiratory surface and a 
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progressive anoxemia. Consequently, the res- 
pirations will increase automatically in an 
effort to supply the necessary oxygen. In this 
process carbon dioxide is washed out, causing 
a decreased alveolar carbon dioxide tension 
and a reduction of the alkali reserve. These 
changes lead to a deficiency of carbon dioxide 
in the blood and tissues. 


Unproductive, severe cough disturbs the 
healing process, and its force may cause a 
spread of tuberculosis from one part of the 
lung to another, or from one lung to the other. 
It may favor the development of emphysema 
and spontaneous pneumothorax. It may cause 
a rupture of a pulmonary vessel and a con- 
sequent hemorrhage, also vomiting, loss of 
appetite, exhaustion, headache, insomnia, 
rise in temperature, dyspnea, cyanosis, thor- 
acic pain, sub-conjunctival hemorrhage, or 
urinary incontinence. Unproductive cough is 
a trauma not only to the diseased lung, but 
to the entire body. 


In carbon dioxide an ideal remedy is re- 
commended for the treatment of cough. The 
apparatus used in my work consists of a tank 
that contains a mixture of 10 per cent carbon 
dioxide and 90 per cent oxygen, with an oxy- 
meter which regulates the flow of gas per 
minute. A rubber tube connected to a glass 
tip, like that used for taking vital capacity, 
delivers the mixture to the patient. A rubber 
bag, which serves as a reservoir, is attached 
to the rubber tubing by means of a T-tube. 
The oxymeter is set for from 3 to 5 liters 
per minute, depending upon the individual 
reaction. The length of treatment should be 
from 15 to 30 minutes, and should be adapted 
to each patient. The treatments are repeated 
daily. In some instances when the elimina- 
tion of the mucopurulent material is very 
difficult, two or three inhalations are given 
daily. There are cases in which the results 
by this simple procedure are not satisfactory. 
In such cases an ordinary mask, used for 
general anesthesia is substituted for the glass 
tube and inhalations are given from 5 to 15 
minutes at a time. The treatments are con- 
tinued until satisfactory results are observed. 
Particular attention must be paid to the 
amount of sputum that is expectorated after 
carbon dioxide inhalation. If it appears that 
it is less than expected, postural drainage 
should be instituted after each treatment. 
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This combined procedure is indispensable in 
patients with general debility who are unable 
to carry through an effective cough. 

The inhalations are followed, usually, by 
a noticeable increase in the depth of respira- 
tion. Immediate relief from a sensation of 
pressure and heaviness in the chest was ob- 
served in many instances. The alleviation of 
dyspnea is attributable to the elimination of 
bronchial obstruction partly by the liquefac. 
tion of tenacious, obliterating mucous collec- 
tions. In patients with signs and symptoms 
of retention of mucopurulent material in the 
lungs, an unproductive cough can be changed | 
into a productive one, and satisfactory pul- 
monary drainage established. Subsequent to 
inhalations the frequency and severity of 
cough are substantially reduced and the use 
of opiates for controlling it can be easily re- 
stricted or entirely eliminated. Full benefits 
of the treatment were noticeable in some of 
my patients only after the third or fourth 
day of the inhalations. 


Complaints attributable to the inhalations 
occurred in few instances and were of minor 
significance. These were: weakness, slight 
shaky feeling, hot sensation, frontal head- 
ache, palpitation and slight dizziness. 


Indications of carbon dioxide inhalations: 
1. Excessive cough that is insufficient to in- 
duce good drainage. 2. Dyspnea originating 
from lobar or multiple lobular atelectasis. 
3. Bronchiectasis secondary to pulmonary 
tuberculosis. 4. When a surgical paralysis of 
the phrenic nerve is followed by an ineffec- 
tive cough, and by retention of inflammatory 
products that may cause toxemia and dy- 
spnea. 5. Artificial pneumothorax, when the 
relaxation of the diseased lobe is accom- 
panied by a massive atelectasis of the unin- 
volved lobe. 6. Aiding the reexpansion of the 
lung following its collapse in connection with 
the drainage of an empyema, or the reexpan- 
sion of the lung after long-continued arti- 
ficial pneumothorax. 7. The prevention and 
treatment of massive atelectasis following 
thoracoplasty. 


The contraindications are: 1. Hemorrhagic 
tendencies. 2. Marked emphysema. 3. Wide- 
spread pulmonary fibrosis without atelectasis 
and without mucopurulent retention in the 
air passages. 4. Acute plastic pleurisy, and 
pleural effusion. 5. Hypertension. 6. When 
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the cause of cough or dyspnea is outside of 
the lung. 7. Extreme debility. 


Conclusions 


1. In cases of pulmonary tuberculosis where 
numerous moist rales or the presence of wide- 
spread rhonchi are indicative of the formation 
and retention of mucopurulent inflammatory 
products an adequate drainage of the lung is 
imperative. 

2. Accumulation and retention of viscid, 
tenacious secretions in the bronchial tract 
are likely to cause excessive cough and mas- 
sive or patchy atelectasis. 

3. The inhalation of a mixture of carbon 
dioxide and oxygen is conducive to a lique- 
faction of bronchial secretions and to their 
efficient removal by means of the increased 
respiratory motion of the lung, by the blanch- 
ing of the bronchial mucous membranes, and 
by the increased peristalsis of the bronchial 
tubes. 

4. The evacuation of the bronchial tract 
is likely to be followed by the opening up of 
previously atelectatic areas and consequently 
by the disappearance of dyspnea and cyanosis. 
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5. The inhalation of a mixture of 10 per 
cent carbon dioxide and 90 per cent oxygen 
is recommended as a safe and efficient 
method for the treatment of dyspnea and 
atelectasis, and for the management of cough 
in pulmonary tuberculosis. 
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The Value of the Preventorium in the 
Health Campaign 


Joun B. HAweEs, 2np., M.D.* 
Boston, Massachusetts 


URING the past 3 to 4 years there have 

been frequent expressions of opinion by 
well-known authorities to the effect that the 
preventorium has outlived its usefulness if, 
indeed, it ever had any; that the “preven- 
torium idea” is based on sentiment and not 
on sense; and, finally, that it is high time 
facts were faced and that the money now 
being spent—and the word, “wasted,” might 
Well be substituted—be devoted to other pur- 
poses. Papers on this subject have been read 
by Dr. Moorman of Oklahoma, at the meet- 
ing of the National Association two years ago, 
and by Dr. Chester A. Stewart at the last 
meeting in Milwaukee while opinions to this 


* Deceased, July 20, 1938. 


effect have been openly expressed by other 
members of the Association, notably, Dr. A. 
J. Myers, and even more than hinted at by 
members of the National Tuberculosis Asso- 
ciation staff. The reasons on which the 
opinion of these gentlemen is based appear 
to be somewhat as follows: 

1) The preventorium type of chiid, namely, 
the infected contact case, appears to be not 
a danger to the community and therefore does 
not need to be institutionalized; 

2) There is, in some communities at least, 
a lack of beds for children who are actively 
sick with tuberculosis and who are thus a 
menace to those about them and who are 
urgently in need of treatment; 

3) The treatment that the child who is 
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merely infected, but not clinically sick is in 
need of, and apparently in some minds this 
type of child is not in need of very much, if 
any, treatment, can be perfectly well carried 
out in the homes or in so-called “foster 
homes”; 


4) Finally, no tangible facts or figures 
have been brought forward to show that the 
preventorium has accomplished anything as 
far as saving the lives and promoting the 
health of these children is concerned. 


I would state at the outset most emphatical- 
ly that I am in distinct accord with the state- 
ment that the existence of a preventorium 
is not justified in any community where there 
are not sufficient beds for children who are 
sick with active communicable tuberculous 
disease. But as much as this unfortunate 
state of affairs holds true in Oklahoma and 
in Minnesota and in many other parts of this 
country, it does not hold true in many of the 
larger communities in the east. I certainly 
can speak for New England and feel that as 
far as the number of beds is concerned we 
have plenty in Massachusetts and very nearly 
all that are needed in the remaining five New 
England states to take care of all children 
who need institutional treatment and who 
without this would be a source of infection 
to others. I also feel quite properly, that the 
next step for us to take in order to reduce 
still further the ravages of this disease is to 
prevent the development of future cases of 
tuberculosis by taking care of these children 
as I believe they should be cared for, namely, 
in a preventorium and not to try to do this 
“in a half-baked way” in their homes. 


Let us consider the statement that this can 
all be done just as well in the homes. I am 
frankly amazed at this. It might just as well 
be said that children could be taught reading, 
writing and arithmetic and given what is the 
equivalent of the primary grades of school 
in their homes instead of sending them to 
school for this purpose. For the preventorium 
is nothing more or less than a school where 
children are taught kindly, but firmly and 
intensively the rules of right living, physical- 
ly, mentally and indeed spiritually. 

There has been talk of so-called ‘foster 
homes” where these children can be taught 
and cared for. I do not believe that such a 
plan will ever prove successful in this country, 
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certainly not in our larger cities, Particularly 
when it has been stipulated by one authority 
that these “foster homes” should be com. 
paratively near at hand and not at a distance 
in the country. 


Exactly what is the situation in regard to 
the larger cities in the west and middle west 
regarding slum areas I do not know, but] 
can speak for New York, Philadelphia, Baltj- 
more and Boston in only too certain terms 
on this subject. It is inconceivable for me 
to even imagine a “foster home” for children 
of the type that are accepted for our Prender- 
gast Preventorium in the metropolitan Boston 
district that could in any way or shape give 
the care and training provided at our own 
institution. For after all, the work of the pre- 
ventorium is primarily educational and not 
medical. 


I quite agree with those who say that no 
voluntary health or tuberculosis association 
such as ours should spend its money in main- 
taining an institution unless it were for 
educational purposes. While it is true that 
our children are given the proper food, diet, 
medical attention, x-rays and tuberculin 
tests, I look upon all this as comparatively 
unimportant details. What is of infinitely 
greater value is education along all lines. Not 
only do these children go to school and con- 
tinue their regular course which they would 
have had at the public schools in Boston that 
they had been attending, but they are taught 
many other things, such as home hygiene, 
cooking, carpentry, gardening, the knowledge 
of flowers, birds and trees, the setting of 
tables and waiting at meals and everything 


that goes under the general category of the | 


“amenities of life.” I havé had many meals 
at our prevencorium with forty to one hundred 
children and never in my life have I ever 
seen a better behaved and a quieter and more 
courteous and kindly group of young folks 
than I have seen there. And this does not end 
the story by any manner of means. Sundays 
throughout the year and particularly in the 
summertime, parents in large numbers come 
to visit the children so that there may be 150 
or more of them gathered at the preven- 
torium grounds. For many of them this is the 
only holiday and vacation that they have 
during the year and they look forward to 
it immensely. On these occasions a talk o 
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demonstration of some kind of a practical 
nature is given by some well-qualified person 


while in addition children put on an enter-— 


tainment of their own, greatly appreciated 
by friends and relatives. Furthermore, the 
grounds are left clean and not cluttered with 
papers and litter while of greater import these 
Sunday meetings are not followed by upset 
stomachs on the part of the children on the 
following day. 

When the child enters our preventorium, 
and it is explained to the parents that this is 
simply a temporary transfer from one home 
to another, the home is visited by one of our 
workers and these visits are continued for an 
indefinite period after the child has been dis- 
charged from the preventorium. By this 
means the child is not only kept under medi- 
cal supervision, but it is seen to that the les- 
sons learned at the institution in regard to 
fresh air, cleanliness, good food and rest are 
continued in the home and are taught to 
every member of the family. 


Education along even broader lines is car- 
ried. Students from the three medical schools 
in this city come to Prendergast for demon- 
strations of the tuberculin reaction, x-ray 
and treatment of this type of case. Nurses 
from practically all the nursing schools con- 
nected with our large Boston hospitals, social 
service workers and groups of women in al- 
most every walk of life have meetings at our 
preventorium throughout the year. Local 
medical societies more and more are includ- 
ing in their yearly program one meeting at 
our preventorium where doctors are given a 
practical demonstration of the diagnosis, 
treatment and training of the contact case. 


At the present time our sphere of influence 
is not merely confined to Boston. Because 
we had a certain number of empty beds which 
our own finances did not permit us to fill, we 
are now taking “boarders,” children from the 
towns and cities outside of Boston at no ex- 
pense to us who otherwise would have no 
such treatment. Dr. Elliott Josiin of this city, 
an international authority on diabetes, was 
disturbed because he could find no place in 
this country where young diabetic boys could 
receive treatment and the course of training 
in proper food so necessary for their welfare, 
knowing that figures showed that these 
diabetic boys were thirteen times more liable 
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to tuberculosis than normal children. We 
agreed to offer him a certain number of beds 
for these boys with the understanding that 
it would be at no extra expense to us. During 
the past year we have had over one hundred 
of such diabetic boys who otherwise could 
not have received adequate care. 


It has been plainly stated by one of the 
critics of the preventorium that no facts or 
figures have been produced to show the pre- 
ventorium is doing good and is doing any- 
thing more than could be done by medical 
and nursing supervision in the home or 
“foster home.” A few years ago we looked up 
some 700 children who had attended our pre- 
ventorium during the decade from 1922-1932. 
Some of the children in this group had thus 
been discharged ten years and some less than 
a year. Of this group of 700, I found that only 
one child had since died of tuberculosis and 
that only three of these contact cases had 
since come down with clinical tuberculous 
disease. We then investigated the exact con- 
dition of 700 children of the same age group, 
race, location as the others, each a contact 
case, with a positive tuberculin reaction, but 
who had not been able to attend our preven- 
torium and who had remained at home under 
the care of the city tuberculosis nurses and 
physicians and in a few instances of their 
own private doctors. Dr. Cleaveland Floyd of 
this city, Director of the Tuberculosis Clinics, 
provided this list of children with the under- 
standing that they were to be similar in every 
way as far as was possible to the first group. 
Of these children who had been handled dur- 
ing the same decade, 1922-1932, it was dis- 
covered that ten had since died of tubercu- 
losis and that 40 had since come down with 
clinical tuberculous disease. Granted that 
figures are not always reliable, it certainly 
would appear from this that the striking 
balance as far as results are concerned in 
favor of those children who had been given 
preventorium training could not be and was 
not entirely due to chance. These figures 
which have been published and concerning 
which I spoke at the meeting of the National 
Tuberculosis Association at Saranac Lake 
three years ago have as yet to be refuted. 
They are striking evidence of the value of 
a well-run preventorium. 


To summarize this moot subject I would 
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state: 

1) That I believe the preventorium is just- 
ified only in those communities where there 
are ample bed facilities for clinically sick 
children. 

2) That the preventorium is an educational 
institution of the very greatest importance 
and the widest scope, affecting not only the 
children themselves but the parents and 
other members of the family. 

3) That as far as Boston and other large 
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cities are concerned, “foster homes,” no mat. 
ter how excellent, cannot possibly provide 
the kindly care, skilled attention and detaileg 
and personal after-care that can be offereg 
by a well-run preventorium. 

4) That the figures which I have here 
shown concerning our own Prendergast child- 
ren show definitely and clearly what a well- 
run preventorium such as ours can do and 
that its existence is distinctly more than 
justified. 


Tuberculous Enteritis* 


James J. GorMAN, M.D. 
El Paso, Texas 


WE ARE called in consultation; the pa- 
tient is male, aged 26; his skin, pale, 
almost waxy; marked emaciation, even to 
gauntness; mental depression with a dejected 
expression; and eyes sunken, surrounded by 
dark circles. All in all he presents a toxic ap- 
pearance. Only a few moments are required 
to elicit a history of pulmonary tuberculosis 
of two and one-half years’ duration, and 
gastro-intestinal symptoms for a period of 
six months, consisting of variable abdominal 
pain, nausea, vomiting, and diarrhea to the 
extent of six to ten soft, mushy and occasional 
liquid movements, greenish in color, with a 
rancid odor, containing both mucus and blood. 
The picture you have just visualized is a 
history of far-advanced pulmonary tubercu- 
losis with tuberculous enteritis. The prog- 
nosis is hopeless—beyond the scope of medi- 
cal science. Treatment is of no avail. The only 
alternative is to alleviate suffering and to 
resort to opiates. This case was seen in 1926, 
as were many others of a similar nature. 
Fortunately, they are now becoming less fre- 
quent and, may we even say, of only rare 
occurrence. 

We now more frequently see another pic- 
ture. This time the patient is a female, aged 
45, with a history of pulmonary tuberculosis 
for a period of four years. There is also a his- 
tory of vague digestive symptoms for a period 


* Presented at the Twenty-ninth Annual Meeting of 
the Texas Tuberculosis Association, El] Paso, Texas, 
April 16, 1938. 
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of some twenty years, but not of sufficient 
importance to suggest treatment until six 
weeks before examination. Symptoms ap- 
peared following an acute respiratory infec- 
tion. The presenting symptoms were regur- 
gitation and vomiting, occurring immediate- 
ly to two hours after meals. The bowels were 
ordinarily constipated, but at the time of 
examination were normal. No pain or cramp- 
ing was present, however nervousness was 
quite evident. She had been examined else- 
where one year previous and told that she 
did not have tuberculous intestinal involve- 
ment. 


The examination showed a pulse rate of 
110. There was slight tenderness over the 
right lower portion of the abdomen. The 
sigmoid was palpable as a firm contracted 
tube. The cecum was palpable as a firm, 
resistant, and tender mass. There was a mid- 
line scar from appendectomy. The stool was 
very offensive, yellow in color, and micro- 
scopic examination showed numerous starch 
granules. A clinical diagnosis of tuberculosis 
of the cecum was made and this was con- 
firmed by x-ray examination. 

The stomach showed moderate atony, 
ptosis, and emptied rather slowly, though 
it was completely empty at the end of six 
hours. The duodenal cap was normal as to 
motility, slightly enlarged. Six hours after 
taking the barium the terminal ileum was 
distended at the ileo-cecal valve. The cecum 
was not freely movable. Twenty-four hours 
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after taking the meal the entire colon was 
empty. Enema injection showed the haustral 
markings practically absent throughout the 
descending and left half of the transverse 
colon. The cecum, ascending, and right half 
of the transverse colon showed marked irrit- 
ability and failed to retain the barium. The 
jleo-cecal valve was forced easily and the 
terminal ileum remained filled. This exami- 
nation revealed definite evidence of inflam- 
matory reaction of both the cecum, ascend- 
ing, and right half of the transverse colon. 
Appropriate treatment was instituted. 


Though it was considered by Doctor Ho- 
man, who was directing the pulmonary treat- 
ment, that the chest condition was satisfac- 
tory, she continued to have a temperature 
of 100 to 100.5, but this gradually became 
normal and she began to show a slow, but 
very steady increase in weight. Three months 
later her temperature was normal; her pulse 
was 92; and there was a gain in weight of 
seven pounds. Six months later she had gained 
twelve pounds and was free of symptoms, 
except for occasional, very slight, gas. There 
was no longer any abdominal tenderness. 

She was kept under x-ray observation, 
which, repeated eighteen months after the 
original examination, showed the cecum and 
one-half of the ascending colon to have a 
fixed and rigid wall devoid of haustrations. 
However, there was no irritability or tender- 
ness. 


The outline of the cecum did not change 
on manipulation. The ileo-cecal valve was 
open, but did not show the irritability noted 
on the original examination. At that time 
she was entirely free of symptoms. There was 
no tenderness of the abdomen, she had 
gained a total of twenty pounds, her bowels 
were moving normally, and her general con- 
dition was excellent. Some six months later 
she returned to her home and continued to 
take part in her former activities, observing 
moderate precautions such as daily rest, and 
only reasonable dietary restrictions. 

Unfortunately, six years later she developed 
pneumonia followed by empyema which re- 
sulted fatally. There did not seem to be any 
relation between the acute condition and her 
former tuberculous involvement. 

Between these two cases we have many 
others showing multiple symptoms and like- 
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wise variable periods of onset of gastro- 
intestinal symptoms following the develop- 
ment of pulmonary pathology and other com- 
plications in particular tuberculous laryn- 
gitis. 

Case no. 3. This is again a female, aged 26, 
and is typical of various symptoms and their 
progression as noted in this group. The pa- 
tient was examined in July, 1931, and gave 
a history of tuberculosis since 1925 which, 
however, had become inactive. She had re- 
mained well until January, 1931 when, fol- 
lowing an attack of flu at this time, she de- 
veloped gastro-intestinal symptoms with the 
presenting symptom that of nausea. Gastro- 
intestinal symptoms most commonly are noted 
one to four years after the development of 
pulmonary pathology. The presenting symp- 
tom in this case of nausea is one of the four 
most common symptoms; the others are 
vomiting, pain, and diarrhea. 

At the time of examination, she stated that 
nausea was present most of the time, especial- 
ly on movement of the body and showed no 
relationship to meals. She had a desire to 
vomit, but did not actually do so. Gas was 
present at times and there was occasional 
rumbling, but no distention. Pain was usually 
present once daily and was not sharp. Oc- 
casional belching associated with regurgita- 
tion of sour material. Her bowels had been 
constipated for several years requiring cath- 
artics. The movements were yellow in color 
and contained considerable mucus. Several 
foods seemed to disagree, in particular citrus 
fruits. 


She was very nervous, high strung, irritable, 
and slept poorly. She seemed to be awakened 
by a rise in temperature in the early morn- 
ing. Numbness of the feet was present. The 
abdomen showed moderate distention, was 
hyperresonant, and the sigmoid was palpable. 

X-ray examination confirmed the clinical 
diagnosis of tuberculous involvement of the 
intestines and treatment was instituted. She 
was very toxic due to her chest condition and 
was taking pneumothorax, the response, how- 
ever, being very poor. Her discomfort was ag- 
gravated by severe pleurisy. 

The nausea was entirely relieved in two 
weeks as well as the other symptoms and, 
except for the pleurisy, she was feeling very 
much better. Laryngeal involvement which 
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had been present for four months became 
worse six weeks after my examination and 
the laryngologist cauterized the throat at 
this time. It was necessary to make a varia- 
tion in her diet because of soreness of the 
throat. 

In about three months she stated that her 
bowels were moving two or three times daily 
without cathartics and that the last move- 
ment was usually loose. This is always a symp- 
tom of extreme importance. Normal move- 
ments occurring after a history of marked 
constipation are always significant and sug- 
gest future development of diarrhea, which 
occurred in this case three months later. 

Her digestion, however, had been marked- 
ly improved and she was able to increase her 
diet to a very generous extent. Except for oc- 
casional nausea, symptoms were no longer 
present. However, her general condition was 
failing and her temperature was varying be- 
tween 99.6 and 103. Her throat was not re- 
sponding satisfactorily and her chest condi- 
tion was growing steadily worse. 

After seven months diarrhea was present 
constantly and she was having three or four 
movements daily. She had developed pain 
over the entire abdomen with considerable 
rumbling and variable distention. Nausea was 
present frequently and she vomited not in- 
frequently. The bowel movement continued 
to be a yellow color. The abdomen was now 
full and distended, with moderate degree of 
tenseness and tenderness over the lower por- 
tion. By this time her lung condition had 
become very much worse. 


The future course was inevitable. In this 
case we have practically a complete summary 
of the ordinary gastro-intestinal symptoms 
encountered in far-advanced tuberculous 
enteritis. Again we see the dangers of reac- 
tivation of the pulmonary lesion and the poor 
prognosis when the picture is further com- 
plicated by laryngeal involvement. 


It should be evident, at this time, that the 
symptoms of intestinal tuberculosis are not 
constant, in fact are highly variable, and that 
there is no one symptom or group of symp- 
toms that in itself is indicative of this com- 
plication. The four symptoms, nausea, vomit- 
ing, pain, and diarrhea, in a case of known 
pulmonary involvement are always suspicious 
of intestinal involvement and this condition 


16 


SEPTEMBER 


should be excluded regardless of the apparent 
severity or minor characteristics of these 
symptoms. Another important feature is the 
presence of temperature, even though of low 
grade, in a case in which it cannot be ex. 
plained on the basis of pulmonary involve. 
ment. A sudden loss of weight or development 
of anemia not explainable by an increase in 
the pulmonary lesion should be a hint to 
intestinal investigation in spite of the ab- 
sence of symptoms referable to this organ. 
In the majority of cases, the presence of in- 
testinal involvement bespeaks cavity forma- 
tion of the lungs, but this is not necessarily 
true, and vague abdominal symptoms in a 
patient with even minimal pulmonary in- 
volvement, whether it be active or healed, 
should suggest investigation for possible in- 
testinal pathology. 


Intestinal involvement is most frequently 
found in the order mentioned: the cecum, 
ileum, ascending colon, and transverse colon. 
Involvement of the ileo-cecal region, appen- 
dix, jejunum, rectum, sigmoid and duodenum, 
is of a lesser extent and the frequency varies 
in different series of cases. 


Intestinal symptoms in a case of known tu- 
berculosis must not be considered due neces- 
sarily to tuberculous complications, for other 
conditions may be present. After all, the find- 
ings as described on x-ray examination are 
those of ulceration, which may be non-tuber- 
culous, as in the following case. 

Case No. 4. Here we have a female, aged 
32, who had a moderately advanced pulmon- 
ary condition with a history of nausea and 
severe diarrhea. X-ray examination showed 
marked ulceration of the cecum, ascending 
colon, right one-half of the transverse and, 
to a less extent, of the descending colon. The 
findings were out of proportion to what 
would be expected from tuberculous involve- 
ment. Stool examination revealed a high 
grade amoebic infestation. Treatment aimed 
at this condition gave immediate relief of 
intestinal symptoms. 

Tuberculous intestinal involvement in 
childhood probably presents a near silent 
picture more often than in adults, as in Case 
No. 5. The age here was 9; the case being 
referred to me by the chest specialist who 
was taking care of the child’s father. 

He had not previously been examined. The 
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presenting symptoms were constipation and 
a blotchy appearance of the skin of the face 
and neck on exertion. Further questioning 
revealed occasional temperature of about 99.6. 
He occasionally vomited and had slight pain, 
and gas was present infrequently. When pre- 
sent, the pain appeared immediately after 
meals. There was slight tenderness over the 
right lower quadrant. 

The lung examination showed suggestive 
evidence of adult pulmonary tuberculosis. 
Gastro-intestinal x-ray examination showed 
slight irritability of the cecum, and the chest 
consultant confirmed the presence of active 
pulmonary tuberculosis. Appropriate treat- 
ment resulted in complete cure. 

Reliable statistics of post mortem exami- 
nations reveal that a percentage varying be- 
tween 15 and 25 per cent, showed intestinal 
tuberculous involvement. These had not had 
any clinical symptoms during life. 

Post mortem examinations further reveal 
completely healed and varying stages of heal- 
ing of intestinal ulceration in cases coming 
to their death solely from tuberculous in- 
volvement. 

To avoid an extra load for the tuberculous 
patient, it is essential that we accord the 
greatest importance to even the slightest of 
digestive symptoms, for severe intestinal 
complications can often be avoided by proper 
investigation in early stages. Again, it is pos- 
sible to assist a patient in shortening his 
period of invalidism by attention to non-tu- 
berculous conditions as shown in the next 
case. 


Case No. 6. This was a female, age 26, 
with gastro-intestinal symptoms and tender- 
ness over the right lower quadrant. Tuber- 
culous involvement was excluded by the x-ray 
examination, but indications of appendici- 
tis, which of course, could not be said to be 
non-tuberculous were present. 


She was operated on by Dr. F. P. Miller, 
who removed a subacute appendix which the 
pathologist reported to be non-tuberculous. 
The digestive symptoms showed immediate 
improvement and disappeared within six 
weeks after operation. A very slow convales- 
cence from the pulmonary involvement now 
became much more rapid and, probably in 
much quicker time than if operation had 
been deferred, the patient became free of 
pulmonary activity. 


The diet in these cases need not be com- 
plicated. A smooth non-irritating diet, con- 
taining sufficient calories, but not over- 
burdening a toxic patient with a too high 
caloric content, sufficient protein to meet the 
daily requirements, and a high vitamin con- 
tent is indicated. If citrus fruits are poorly 
tolerated, vitamin C preparations are avail- 
able. All vitamins, A and D and, in particular, 
vitamin B are valuable adjuncts. The use of 
heliotherapy and medication will depend on 
the patient as well as on the attending phys- 
ician’s personal evaluation of their benefit. 


In conclusion: the successful treatment of 
intestinal tuberculosis depends primarily on 
early diagnosis, thorough treatment, and ab- 
solute cooperation with the chest consultant. 


NOTICE OF MEETING 


The American Public Health Association 
will hold its 67th Annual Meeting in Kansas 
City, Missouri, October 25 to 28. 


The program comprises fifty morning and 
afternoon meetings arranged by the ten Sec- 
tions of the Association which are: Health 
Officers, Laboratory, Vital Statistics, Public 
Health Engineering, Industrial Hygeine, Food 
and Nutrition, Child Hygeine, Public Health 
Education, Public Health Nursing, and Epi- 


demiology. 


More than 300 papers and committee re- 
ports will be presented during the four day 
meeting. 


A few of the well-known names on the pro- 
gram are as follows: Dr. Haven Emerson, 
Surgeon-General Thomas Parran, Dr. Earle 
G. Brown, Colonel A. Parker Hitchens, Dr. 
Karl F. Meyer, Dr. William A. Sawyer, and 
Professor C. E. A. Winslow. 
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PNEUMOPERITONEUM* — An Adjunct to 
the Treatment of Pulmonary Tuberculosis 


A. WortH Hossy, M.D. 


Atlanta, Georgia 


NEUMOPERITONEUM, as such, is not a 

novelty. Since 1902, it has been used fre- 
quently for diagnostic purposes and since 
about 1917 it has been utilized in the treat- 
ment of intestinal and peritoneal tubercu- 
losis. It is a form of collapse therapy appli- 
cable in selected cases of pulmonary tuber- 
culosis, lung abscess and extensive bron- 
chiectasis. The present discussion, based on 
a review of the literature and a series of 19 
cases now receiving pneumoperitoneum, will 
be confined to its uses in pulmonary tuber- 
culosis. 

Literature 


In the first report on this subject, published 
in the American Journal of the Medical 
Sciences in 1931, Dr. Andrew S. Banyai! 
said: 

“It is conceivable that the elevation of the 
diaphragm, attained by pneumoperitoneum 
treatment, may exert a favorable influence 
upon the healing of the pulmonary process by 
limiting the excursions of the diaphragm and 
by decreasing the intrapleural negative pres- 
sure, which, in turn, will increase the blood 
supply of the pulmonary tissue.” 

After several years experience with the 
method, Dr. Banyai stated: 

“The two most important immediate re- 
sults of artificial pneumoperitoneum are: 
(1) the drainage of inflammatory products 
from cavities and from the bronchial tract 
(increased expectoration without increased 
cough); and (2) a relative functional rest of 
the diseased lung.” 

He was of the opinion that these two factors 
with the accompanying passive congestion 
and lymph stasis subsequent to pulmonary 
relaxation contribute substantially to the 
elimination of the tuberculous process both 
by absorption and by fibrous tissue formation. 

Not until 1934 does there occur any further 
mention of this subject in the literature. Then 


* Read before the Fulton County Medical Society, 
January 20, 1938. 
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Dr. Banyai, in the American Review of Tu- 
berculosis, advocated combining pneumoperi- 
toneum with phrenic nerve block?. This com- 
bination remains the most effective manner 
in which this method of collapse can be used. 


In 1937 a study of a series of cases so treated 
by Drs. H. C. Trimble and B. H. Wardrip ap- 
pered in the Transactions of the Thirty-third 
Annual Meeting of the National Tuberculosis 
Association*. This new form of therapy is now 
being used by these men and Doctor Edward 
W. Hayes‘.*.® in California; by Dr. Minas 
Joannides in Chicago; by Dr. Banyai! in 
Wauwatosa, Wisconsin; by Dr. William Devitt 
in Allenwood, Pa.; by Dr. Frank Walton Burge’ 
in Philadelphia, Pa., and here in Atlanta. 


Doctor E. W. Hayes‘ in 1924 reported the 
treatment of intestinal and peritoneal tu- 
berculosis with intraperitoneal injections of 
oxygen and supplied an excellent biblio- 
graphy of pneumoperitoneum to that date. 
In later reports®.® he reported additional 
cases treated with oxyperitoneum. 
Indications for Artificial Pneumoperitoneum 

The indications for artificial pneumoperi- 
toneum in the treatment of pulmonary tu- 
berculosis are as follows: 


“1. If artificial pneumothorax is indicated, 
but cannot be established. In unilateral cases 
better mechanical results can be obtained by 
the combination of this method with phrenic 
nerve block. 

“2. Severe pulmonary hemorrhage that 
cannot be controlled by any other means. 

“3. Following pregnancy in cases of pul- 
monary tuberculosis in which pneumothorax 
cannot be induced. 

“4. If after pneumothorax has been dis- 
continued the tuberculous process becomes 
reactivated, but pneumothorax cannot be re- 
established. 

“5. In addition to phrenic nerve block in 
which the elevation of the diaphragm is in- 
sufficient. 

“6. In addition to mechanically satisfactory 
phrenic nerve block when the sputum remains 
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persistently positive. 
“7 If the tuberculous lesion is too exten- 


sive for a bilateral artificial pneumothorax. 

“g Bilateral pulmonary tuberculosis com- 
plicated by intestinal or peritoneal tubercu- 
lous lesions. 

“9 Pulmonary tuberculosis complicated by 
pasal bronchiectasis. 

“10. Marked basal emphysema complicating 
pulmonary tuberculosis. 

“11. In addition to artificial pneumothorax 
in which the relaxation of the basal portion 
of the pneumothorax lung is desirable, but 
cannot be accomplished by pneumothorax 
alone, because of adhesions. 

“12. Allergic bronchial asthma complicat- 
ing pulmonary tuberculosis.” 

From the foregoing it is apparent that this 
type of collapse therapy is especially adapted 
to those cases having extensive bilateral in- 
volvement or in which pneumoperitoneum is 
used to supplement some other method or 
methods of collapse. As yet this method does 
not compete with or supplant more orthodox 
means of inducing collapse—provided satis- 
factory results are thereby obtained. 


Knowledge of Pneumothorax Therapy 
Helpful 


Those who begin the use of pneumoperi- 
toneum will find that previous experience 
with pneumothorax therapy is of great help. 
Otherwise the road to perfect technic and 
success is frought with many pitfalls for the 
conscientious physician. There are many red, 
yellow and green signals which cannot be 
adequately described on paper, but can be 
distinguished only by the educated touch of 
an experienced finger. 


Necessary Equipment 


The essential equipment for the adminis- 
tration of pneumoperitoneum is: A pneumo- 
thorax apparatus, 4 cc. of 2 per cent solution 
of “Novocaine,” a 5 cc. syringe with one 24 
gauge needle 114 inches in length for the 
“Novocaine” infiltration, and a 19 gauge 
needle 114 inches in length for introduction 
of air. The latter needle should have the 
bevelled point filed shorter to make it slight- 
ly blunt, thereby reducing the danger of 
visceral puncture. 


Treatment 


For the treatment, the patient is placed in 
one of two positions determined by the point 
of entrance. For the subphrenic introduction 
of air the patient is placed in the lateral posi- 
tion, as in pneumothorax, and for the upper 
and lower introduction of air the patient is 
placed in a semi-reclining position. In the 
latter position the points of entrance (upper 
and lower) are located at the left lateral 
border of the rectus muscle—either just under | 
the costal margin, or three inches below the 
umbilicus. Neither of these points of entrance 
offers any advantage in any respect except 
that of choice to the operator. 


After selection of the point of entry the 
skin is sterilized with iodine or alcohol and 
both skin and abdominal wall are infiltrated 
with about 4 cc. of ‘““Novocaine” solution. No 
attempt is made to infiltrate the peritoneum. 
The larger needle is now introduced at a 
slight angle, thus avoiding direct pressure on 
the viscera, and the tube from the pneumo- 
thorax apparatus is attached. Unless there 
is an already well-established pneumoperi- 
toneum, the manometer of the pneumothorax 
apparatus will not register when the needle 
is first introduced. Due to the lack of pres- 
sure fluctuation and the constant presence 
of positive pressure, the manometer is of very 
little value in this type of injection. 


The manometer may reveal the positive 
pressure in the abdomen following the injec- 
tion of 200 to 600 cc. of air. At the first, an 
injection of 200 cc. of air is usually given. 
Succeeding injections are increased by in- 
crements of 200 cc. until 800 to 1500 cc. are 
given. 

As in pneumothorax therapy, the interval 
of injection depends upon the rate of absorp- 
tion, a four-day interval being necessary for 
the first three to six injections. When the 
pneumoperitoneum has been well established, 
the interval may be increased to seven days. 

It is the part of wisdom to explain all de- 
tails of the procedure to the patient so that 
he may be in a receptive frame of mind, there- 
by avoiding reactions from fear or nervous- 
ness. During the flow of air into the abdomen 
the patient is questioned regarding any sen- 
sation of pain or pulling in the chest. Usually 
100 to 200 cc. of air may bé injected following 
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the start of discomfort. If the pain is acute, 
lowering the patient’s head and placing a 
pillow under the hips will afford relief by 
allowing the air to accumulate in the pelvis. 


Discussion of Effects and Results 


There are few, if any, hazards attendant 
upon entering the abdominal cavity. It is an 
old procedure. The most serious accident is 
the formation of air emboli—and these are 
rare indeed. Fluid may occur infrequently, 
but is of little consequence. Obliteration of 
the peritoneal space may occur in a few in- 
stances, but the reports contain no mention 
of any discomfort. Clinically, pneumoperi- 
toneum produces no ill-effects and, to date, 
no clinical evidence of intestinal obstruction 
or adhesions has been developed following 
cessation of treatment. This is so despite a 
report from Dr. Gertrude Moore, of Los 
Angeles’, that at autopsy patients have shown 
a picture of intense chronic peritoneal in- 
flammation. Reports of the examination of 
the peritoneum during life, as observed at 
operation, are lacking in the literature, and 
I have had no occasion to have any of the 
patients in my series operated on. 

There are many favorable symptomatic 
results in successful pneumoperitoneum: Re- 
lief of insomnia, increase of appetite, de- 
creased sputum, lessened cough and abdom- 
inal symptoms. The psychic effect upon the 
patient is remarkable, especially in advanced 
cases. 

Unlike pneumothorax, the air is absorbed 
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from the abdomen very quickly. As a result, 
patients must be watched closely so that re. 
fills may be sufficiently close together to 
keep the diaphragm continuously elevated. 
This can be done in sanatoria or private prac- 
tice only where examinations can be made 
when necessary. 


As in all new forms of therapy, a large 
number of cases must be studied, under a] 
conditions, and followed for a number of 
years before positive statements can be made 
as to the merits and facts of the treatment. 
Statistical data do not yet permit a sufficient 
study of pneumoperitoneum, but its useful- 
ness in selected cases has been proven, even 
in the short time it has been utilized. Its con- 
tinued use with careful observation is strong- 
ly advocated. 
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NOTICE OF MEETING 


The Association of Military Surgeons of the 
United States has chosen the Mayo Founda- 
tion at Rochester, Minnesota as their meet- 
ing place during October 14, 15, and 16, 1938. 


In addition to the regular members of the 
Association of Military Surgeons of the United 
States, the Association of Medico - Military 
Inactive Duty Training Unit will meet there 


at the same time. This unit is composed of 
several hundred medical officers, active and 
reserve, of the Army, Navy, Public Health 
Service, National Guard, and Veterans’ Ad- 
ministration. 


An interesting program has been arranged 
by the Committee and the trip to the Mayo 
Clinic should be well worthwhile. 
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The Report of the Sanatorium Committee 
of the 
American College of Chest Physicians * 


[osine a period of six months, from 
August, 1937 to January, 1938 inclusive, 
questionnaires were mailed from the offices 
of the American College of Chest Physicians 
to private sanatoria in the United States. 
Four questions were asked. (Table I.). The 
interesting highlights of this report are: 

1. That for a period of five months the 
number of beds occupied and vacant in the 
private sanatoria of this country remained 
almost stationary, but in January, 1938, the 
number of beds occupied rose to 87.8 per cent 
and the number of beds vacant decreased to 
12.2 per cent. Also, the number of patients 
on the waiting lists increased in these institu- 
tions in January, 1938. 

2. That the number of patients who paid 
full rates remained stationary during a period 
of five months and that in January, 1938 this 
also increased to 60.8 per cent as compared 
with a low of 53.3 per cent in October, 1937. 
In keeping with the general run of the re- 
port, the number of patients treated free 
also decreased in January, 1938, to 22.1 per 
cent from a high of 23.2 per cent in August 
and December, 1937. 


3. That the number of patients who were 
receiving pneumothorax showed a decline in 
January, 1938, of almost 7 per cent from 
August, 1937. Those receiving thoracoplasty 
also showed a decline from a high of 3.1 per 
cent in November, 1937, to 1.5 per cent in 
January, 1938. Phrenics showed a low of 6.4 
per cent in December, 1937, compared to a 
high of 9.4 per cent in January. 


In comparing this report with the survey 
made last year by the Statistical Committee 
of the Federation of American Sanatoria, 
which was reported by Dr. E. W. Hayes, Chair- 
man of this Committee at our meeting last 
year at Atlantic City; we found that 475 
public sanatoria having a total number of 
53,597 beds, with an average of 164 beds in 


™ Read before the Fourth Annual Meeting of the 
American College of Chest Physicians; San Fran- 
cisco, California, June 12, 1938. 


each sanatorium reported, as compared with 
56 private sanatoria reporting a total of 
3,508 beds or an average of 63 beds in each 
sanatoria. 

The average number of vacancies in public 
institutions was 12, compared with the aver- 
age vacancies in private institutions of 15. 

Public institutions reported an average of 
29 patients on the waiting list, compared with 
an average of 2 in the private sanatoria. 

Approximately 12 per cent of the beds in 
public institutions were vacant as reported 
in last year’s survey as compared with 25 per 
cent of the beds vacant in private sanatoria 
as reported in this survey. 

In a survey made in 1935 of available beds 
in private sanatoria, reported by Dr. E. W. 
Hayes in his paper published in Diseases of 
the Chest, October, 1937, the conclusions 
were: that out of 3,348 beds in the private 
sanatoria, 1,182, or a little over one-third of 
the total number , were reported as vacant. 
The report this year shows that there are 
fewer vacant beds in private sanatoria during 
the period of this survey as compared with 
the survey made in 1935. 

In the report of the Statistical Committee 
rendered at Atlantic City last year, figures 
showed that 29 per cent of the patients in 
public institutions were receiving pneumo- 
thorax, 11 per cent had received phrenic 
paralysis, and 4.38 per cent had received 
thorocoplasty. This present report shows that 
29.4 per cent of the patients in private insti- 
tutions were receiving pneumothorax, 7 per 
cent had received phrenic paralysis, and 2.7 
per cent had received thorocoplasty. 


Deductions 


Pneumothorax in private and public insti- 
tutions were on a par; phrenic paralysis 
showed 4 per cent more in the public insti- 
tutions; and thorocoplasty 1.5 per cent more 
in public institutions. 

The per diem cost in the private sanatoria, 
as reported by 38 institutions, showed a low 
of $1.00 and a high of $7.31, or an average of 
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$3.11. This is compared with the report on 
the public institutions showing a per diem 
cost of operating ranging from 70c low to 
$5.48 high, or an average of $2.36. These fig- 
ures do not include the per diem costs in 
Federal Hospitals where the per diem costs 
are higher than those in other public insti- 


tutions. 


The report further shows that in the 56 
private institutions, 57.9 per cent paid full 
rate, 20.8 per cent paid part rate, and 21.3 
per cent were treated free of charge. 


TABLE I. 


Questionnaire Data 


1. Accomodations: 


a. Number of beds available for tubercu- 


lous patients. 


b. Number of beds occupied. 


c. Number of beds vacant. 


d. Number of patients on waiting lists. 


2. Rates: 


a. Number of patients paying full rate. 
b. Number of patients paying part rate. 
c. Number of patients treated free. 


3. Collapse treatment: 


a. Number of patients receiving pneumo- 


thorax. 


b. Number of patients receiving thora- 


coplasty. 


c. Number of patients receiving phrenic. 


4. Cost: 


Per diem cost per patient. 


TABLE II. 

August, 1937 

F No. 

Total Reported —— 
Total Beds 1518 
a) occupied _.....1180 
b) vacant 338 
Waiting List _ 46 
Full Rate Patients _ 587 
Part Rate Patients 238 
Free Patients 249 
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Per Cent Cost 


77.7 
22.3 


54.7 
22.1 
23.2 


SEPTEMBER 
Pneumothorax Patients 423 35.8 
Thoracoplasty Patients 32 2.7 
Phrenic Patients .__ 106 8.9 
Total Reported Cost 
$4.50 
$1.33 
ce) average $3.77 
TABLE III. 
September, 1937 
No. Per Cent Cost 
Total Reported ss 56 
,. 3508 
a) occupied _- 2704 77.1 
b) vacant _ 804 22.9 
Waiting List 109 
Full Rate Patients _____ 1341 57.9 
Part Rate Patients... _. 482 20.8 
Free Patients _......______. 493 21.3 
Pneumothorax Patients 796 29.4 
Thoracoplasty Patients 75 2.7 
Phrenic Patients 190 7 
Total Reported Cost ._ 38 
a) highest $7.31 
b) lowest $1.00 
c) average $3.11 
TABLE IV. 
October, 1937 
No. PerCent Cost 
Total Repoited 
Total Beds 94 
a) occupied 2405 75.3 
b) vacant _......_......... 789 24.7 
221 
Full Rate Patients ..__. 1148 53.3 
Part Rate Patients ... 527 24.4 
Free Patients 482 22.3 
Pneumothorax Patients 923 38.3 


Thoracoplasty Patients 74 3 


Phrenic Patients 157 6.5 
Total Reported Cost .._ 31 

a) highest 

b) lowest 

average 


$7.26 
$1.62 
$3.15 
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TABLE V. TABLE VI (Continued) 
November, 1937 Part Rate Patients 490 22.8 
Free Patients 499 23.2 
Pneumothorax Patients 740 35.3 
$4.50 Total Reported Thoracoplasty Patients 36 1.7 
Phrenic Patients 135 «6.4 
$1.33 a) occupied 1740 74.5 Total Reported Cost 25 
3.77 b) vacant — 595 a) highest. $5.62 
Waiting List 76 $1.70 
Full Rate Patients 936 54.2 $3.15 
Part Rate Patients ____. 481 27.9 
Free Patients __.............. 309 17.9 
Pneumothorax Patients 538 30.9 TABLE VII. 
Thoracoplasty Patients 55 3.1 January, 1932 
Phrenic Patients 119 «68 
Total Reported Cost 28 No. PerCent Cost 
Total Reported... 
a) highest $6.37 Total Beds 
b) $1.65 
c) average $3.19 a) occupied 87.8 
237 12.2 
Waiting List 158 
TABLE VI. Full Rate Patients _____ 864 60.8 
Part Rate Patients ___ 243 17.1 
December, 1937 Free Patients 314. 
No.  PerCent Cost Pneumothorax Patients 490 28.5 
Total Reported 37 Thoracoplasty Patients 26 1.5 
7.31 Total Beds Phrenic Patients 163 9.4 
1.00 a) occupied _—_—=—2094 18.7 Total Reported Cost 18 
3.11 b) vacant 21.8 a) highest $5.61 
Waiting List b) lowest $1.30 
Full Rate Patients ____1161 54 c) average... $3.06 
SANATORIUM COMMITTEE 
ont ' Louis Mark, M.D., Columbus, Ohio, Benjamin A. Shephard, M.D., Oshtemo, Mich.., 


Chairman. Vice-Chairman. 


Alexius M. Foster, M.D., Cragmor, Colorado; Frederick A. Slyfield, M.D., Seattle, Wash.;** 


Charles R. Gowen, M.D., Shreveport, La.; fyerett E. Watson, M.D., Salem, Virginia. 
Robert G. McCorkle, M.D., San Antonio, Tex.; 


**In the absence of Dr. Louis Mark, Columbus, Ohio; 


George T. Palmer, M.D., Springfield, Illinois; Chairman of the Sanatorium Committee; the report 
af was read by Dr. Frederick A. Slyfield, Seattle, Wash- 
Ralph B. Scheier, M.D., San Francisco, Calif.; ington; member of the Sanatorium Committee. 
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POSITION AVAILABLE 


Positions are available for single resident physicians in tuberculosis sanatoria. Must 
26 be graduates of accredited medical schools and have had some training in tuberculosis. 
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Please mail full particulars to DISEASES OF THE CHEST, P. O. Box 1069, El] Paso, Texas. 
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An Appetite and Weight-Building Tonic in 
Chronic Pulmonary Tuberculosis” 


A Study of Ninety-Eight Cases 


Henry W. Leetcu, M.D., and Joun N. Hayes, M.D., F.A.C.P. 


N ANY chronic infection such as pulmonary 

tuberculosis, stimulation of appetite sooner 
or later becomes an important factor in the 
treatment, so much so that the phthisio- 
therapeutist is always on the alert for agents 
to accomplish this. Anything that will break 
the familiar circle of toxemia, loss of appe- 
tite, and loss of weight is of tremendous value 
in turning the tide in favor of the tubercu- 


lous individual. 


SARANAC LAKE, NEW YORK 


and menthol and is administered on a small 
piece of bread which is held in the mouth a 
few moments while the fumes are inhaled and 
then the bread is swallowed. Three drops 
twenty minutes before meals are given the 
first day, and the daily dose increased by one 
drop until thirty drops three times a day are 
given. This dosage is continued for as long 
as seems desirable. None of our patients took 


the treatment for less than six weeks, and 


Following the report of Ornstein and 
Epstein! on the use of a new vegetable com- 
pound in 301 cases of pulmonary tubercu- 
losis, the authors became interested in this 
preparation and tried it on ninety-eight pa- 


No. 
tients in the Endicott-Johnson Sanatorium I. Gained weight __ 17 
in Saranac Lake, Gabriels Sanatorium, and (a) Continued to gain 
on private patients. (b) Previously lost and then gained 
(c) No previous weight record 
The vegetable compound** is an alcoholic (d) Stationary and then gained 
extract of garlic, cypress, eucalyptus, creosote, II. Lost weight 6 
(a) Gained before treatment and then 
lost 
TABLE I (b) Continued to lose 
(c) Stationary and then lost 
Moderately Advanced (33 patients) (d) No previous record 
No. % Stationary in weight 8 
Gained weight 17 548 (a) Gained before and then stationary 
Lost weight . ' 6 19.4 (b) Lost before and then stationary 
Stationary 8 25.8 (c) Remained stationary 
Discontinued from upset stomach 2 
Average gain in weight 12.9 lbs : 
Average loss in weight 6.9 lbs 
I. Gained weight ...... 25 
Far Advanced (65 patients) (a) Continued to gain “ 
(b) Previously lost and then gained : 
Gained weight 25 «41 (c) No previous weight record. 
Lost weight 19 (d) Stationary and then gained 
Discontinued from upset ‘stomach 4 II. Lost Weight . 19 
Average gain in weight 8.3 lbs. (a) Gained before treatment and then 
Average loss in weight. 6.4 Ibs. lost 
These cases were then analyzed as shown in Table II. (b) Continued to lose 
(c) Stationary and then lost... 
(d) No previous record 
August, 1938, Volume XXXVIL, Number ‘TIT. Stationary in weight 


**We are indebted to the Salus Lab., Inc. of New York, 
for keeping us supplied with this material known as 
Gamacor, which made it possible for us to conduct 
this investigation. 
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TABLE II 


Moderately Advanced (31 patients) 


(a) Gained before and then stationary 
(b) Lost before and then stationary 
(c) Remained stationary 


16 
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TABLE III 
Monthly Medlar Index Computed 
nay 4 Advanced (16 pa- 


- Gained Lost 
Index above 25 5 (definitely t toxic) 

who remained above 25.. / 1 2 1 
Index above 25 who fell “below 
Index below 25 who remained 

10 7 3 0 
Index below 25 who rose above 


Far Advanced (8 patients) 
Index above 25 who remained 


above 25 - . § 1 3 1 
Index aheve 25 ‘fell ‘below 
25 2 1 0 


most for from two to six months. A few pa- 
tients objected to the rather strong odor and 
taste, or were upset by it. In these cases, ad- 
ministration in water instead of on bread or 
sugar overcame the objection. 


We first tried the preparation on a few pa- 
tients and the results were so striking that we 
gave the treatment to as many as would ac- 
cept it. 


The results on all of our cases, divided into 
moderately advanced and far advanced, are 
shown in Table I-II. 


Some of the gains and some of the losses 
cannot be wholly attributed to the good effect 
or lack of benefit of the treatment. For ex- 
ample, one patient who lost weight under this 
treatment lost three members of his family 
and as a consequence sustained a severe up- 
set. Ten cases who lost weight were terminal 
cases. A patient who gained thirty pounds was 
given the preparation at the beginning of 
the cure, with no previous record. 


Attention should be drawn to the twenty- 
seven of the ninety-one patients who were 
either losing weight or stationary and who 
gained, 


It will be seen that a larger percentage of 
the moderately advanced patients gained 
weight than did the far advanced cases. This, 
of course, is to be expected. On all these pa- 
tients the routine treatment for pulmonary 
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TABLE IV 
Erythrocyte Counts 


Improved count 15 or 79% 
Average gain __. 1,000 ,000 
Stationary - 4 or 21% 


tuberculosis was continued. Where surgical 
intervention was indicated, it was used. 


Thirteen patients had improved appetite 
without a gain in weight. Of these the weight 
remained stationary in seven and was re- 
duced in six. 


On twenty-four patients leukocyte counts 
were done every month and the results tab- 
ulated according to the Medlar index. (Table 
IIT). 


From this it will be seen that the weight 
curve rather closely follows the blood pic- 
ture as charted by the Medlar evaluation. It 
is not suggested that the administration of 
this compound had any influence on the 
toxemia of these patients as reflected in the 
blood stream. 


It is of interest to note that in those pa- 
tients with a low Medlar index the percentage 
of weight gain was greatest. This, of course, 
is to be expected. It is also interesting to see 
the gain in weight in even a small percentage 
of those patients whose blood picture re- 
mained bad throughout the treatment. 


In a total of nineteen patients total ery- 
throcytic counts were done before the treat- 
ment was started and at monthly intervals 
thereafter. (Table IV). 


Summary 


This compound (alcoholic extracts of gar- 
lic, cypress, eucalyptus, creosote, and men- 
thol) is of definite value as a tonic in im- 
proving appetite and klood count and build- 
ing-up weight in patients with chronic pul- 
monary tuberculosis. We do not believe that it 
has a direct effect on healing the disease but 
it is a valuable adjuvant in the treatment. 


Reference 


1 Ornstein, Geo. G. and Epstein, Israel G.: a. Bull. 
Seaview Hosp. (New York City), 1:386, 1936. 
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Organization News 


BOARD OF REGENTS 


There are fourteen Regional Districts of the 
American College of Chest Physicians in the 
United States. Members of the Board of Re- 
gents and the districts which they represent 
are listed below: 


District No. 1, Connecticut, Maine, Massachu- 
setts, New Hampshire, Rhode Island and 
Vermont. 

*Dr. John B. Hawes, 2nd, Boston, Massa- 
chusetts — 1941. 


District No. 2, New York State. 


Dr. John N. Hayes, Saranac Lake, New 
York — 1940. 


District No. 3, Delaware, District of Columbia, 
Maryland, New Jersey, and Pennsylvania. 
Dr. Frank Walton Burge, Philadelphia, 
Pennsylvania, Chairman — 1942. 


District No. 4, Florida, Georgia, North Caro- 
lina, South Carolina, and Virginia. 
Dr. Paul H. Ringer, Asheville, North Caro- 
lina — 1941. 

District No. 5, Michigan, Ohio, Tennessee, and 
West Virginia. 
Dr. Edward J. O’Brien, Detroit, Michigan — 
1940. 

District No. 6, Illinois, Indiana, and Iowa. 
Dr. Robinson Bosworth, East St. Louis, 
Illinois — 1939. 

District No. 7, Arkansas, Missouri, and Okla- 
homa. 
Dr. L. J. Moorman, Oklahoma City, Okla- 
homa — 1941. 

District No. 8, Alabama, Kentucky, Louisiana, 
and Mississippi. 
Dr. Chas. R. Gowen, Shreveport, Louisiana 
— 1939. 

District No. 9, Minnesota, North Dakota, South 
Dakota, and Wisconsin. 
Dr. Jay Arthur Myers, Minneapolis, Minne- 
sota — 1940. 

District No. 10, Colorado, Kansas, Nebraska, 
Utah, and Wyoming. 
Dr. McLeod M. George, Denver, Colorado — 
1939. 

District No. 11, Texas. 
Dr. H. Frank Carman, Dallas, Texas — 1939. 

District No. 12, Arizona, New Mexico, and 
Nevada. 
Dr. Victor S. Randolph, Phoenix, Arizona — 
1941. 

District No. 13, California. 
Dr. E. W. Hayes, Monrovia, California—1941. 

District No. 14, Idaho, Montana, Oregon, and 
Washington. 
Dr. G. C. Bellinger, Salem, Oregon — 1940. 


*Deceased. 
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Dr. Nagla M. LafLoofy, Brooklyn, New York, 
a Fellow of the American College of Chest 
Physicians; presented a paper before the 
Brooklyn Thoracic Society at its meeting on 
May 20th entitled, “Case Finding through 
Periodic Contact Examinations.” 


Dr. Jay Arthur Myers, Minneapolis, Minne- 
sota, a Fellow of the American College of 
Chest Physicians; is the Chairman of the 
Board of Editors of the Journal Lancet, the 
official monthly publication of the Minne- 
sota, North Dakota, South Dakota, and Mon- 
tana State Medical Societies. Many timely 
and splendid articles on chest diseases appear 
frequently in the Journal Lancet. 


Dr. F. L. Loveland, Topeka, Kansas, a Gover- 
nor of the American College of Chest Phys- 
icians; was elected First Vice-President of 
the Kansas State Medical Society and he is 
also serving as the Chairman of the Com- 
mittee on Economics of the State Medical 
Society. 


Dr. Jesse Carl Painter, Dubuque, Iowa; and 
Dr. Joseph W. Post, Philadelphia, Pennsyl- 
vania; Fellows of the American College of 
Chest Physicians, were elected to Fellowship 
in the American College of Physicians. 


Dr. Robert B. Homan, Jr., El Paso, Texas; 
Secretary-Treasurer of the American College 
of Chest Physicians, addressed the Grant 
County Medical Society at Silver City, New 
Mexico. Dr. Homan spoke on Chest Surgery. 


Dr. Leo W. Bortree, Colorado Springs, Colo- 
rado; President-Elect of the Colorado Medi- 
cal Society and a Fellow of the American Col- 
lege of Chest Physicians, addressed the meet- 
ing of the Northeast Medical Society, Sterling, 
Colorado. 


Dr. John H. Skavlem, Cincinnati, Ohio; 4 
Fellow of the American College of Chest 
Physicians, was elected Trustee of the Cin- 
cinnati Academy of Medicine. On Monday 
evening, June 13th, Dr. Skavlem presented 
a paper before the Hempstead Academy of 
Medicine at the Portsmouth General Hospital. 
The title of the paper was “Tuberculous and 
Non-Tuberculous Chronic Lung Infections.” 


Dr. David W. Heusinkveld, Cincinnati, Ohio; 
a Fellow of the American College of Chest 
Physicians, was appointed a member of the 
Committee on Public Relations of the Acad- 
emy of Medicine of Cincinnati. 


BRONCHOSCOPY 


R TUBERCULOSIS Pilling-Made Instruments Used by the Staff of the Chevalier Jackson Clinics. These authentic 
a are exact duplicates a those made by us for and used by the various Chevalier Jackson Clinics in Philadelphia. 
All made under our one rceof and supervision, insuring proper —- ~~ \camammaaaaas of separate instruments. Order direct from 
us to avoid incorrect models. Bronchoscopic catalog sent on request. 


SPRINGFIELD 


Palmer Sanatorium 


A Private Sanatorium of the Highest Class. Very modern inclusive rates with no extra charges. Fully approved 
by the American College of Surgeons. Unusual refinements of service. New and modern buildings and equipment. 


A CONVALESCENT SECTION for non-tuberculous convalescents. 
Circulars on request: Dra. Georce THomaAs Patmer, Medical Director. 


METHODIST SANATORIUM 


ALBUQUERQUE, NEW MEXICO 


A modern sanatorium for the Tuberculous — Four large modern well-equipped buildings and fifty cottages 
surrounded by beautiful lawns and trees— Open to all physicians— Rates $50.00 to $75.00 per month 


medical care extra. 
MRS. MINNIE G. GORRELL, Superintendent 


THE 
LONG SANATORIUM 
EL PASO, TEXAS 


MODERNLY EQUIPPED 
FOR THE CARE AND 


TREATMENT of TUBERCULOSIS 
IN ALL STAGES 


Write for Descriptive Booklet 


Rates $16.00 per week and up A. D. LONG, M. D. 
Nurses care and medical attention included MEDICAL DIRECTOR 


SOUTHERN 
SIERRAS 


SANATORIUM 
BANNING, CALIFORNIA 


Location, near but not directly on the 
desert (altitude 2,400) combines best 
elements of desert and mountain cli- 
mates. . . .A sustained reputation for 
satisfaction, both among physicians 
and patients. .. .Send your next pa- 
tient here, and you may be assured of 
his receiving maximum benefit, and of 
his full gratitude. 


Cc. E. ATKINSON, M.D. 
MEDICAL DIRECTOR 
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SEPTEMBER 


Dr. Robinson Bosworth, East St. Louis, 
Illinois; a Regent of the American College of 
Chest Physicians, has received a joint invita- 
tion from the Michigan State Medical Society 
and the Michigan Tuberculosis Association to 
give a series of five lectures on tuberculosis 
to medical societies in five Michigan cities 
during the month of September. 


Dr. Chas. H. Cocke, Dr. Paul H. Ringer, Dr. 
Martin L. Stevens, and Dr. Karl Schaffle, 
Asheville, North Carolina; Fellows of the 
American College of Chest Physicians, were 
members of a committee which arranged the 
second annual Tuberculosis Seminar held at 
Asheville in July of this year. Dr. Karl 
Schaffle, Governor of the American College 
of Chest Physicians for the State of North 
Carolina, was the chairman of the com- 
mittee. 


Dr. J. K. Shumate, Bayfield, Wisconsin; a 
Fellow of the American College of Chest 
Physicians, was elected President of the Ash- 
land-Bayfield-Iron County Medical Society. 


Dr. Chas. P. Cake, Washington, D. C.; a 
Fellow of the American College of Chest 
Physicians, has been appointed chief medical 
officer in tuberculosis, effective July Ist, of 
the Gallinger Hospital at Washington, D. C. 


Dr. Albert J. Roberts, Ottawa, Illinois; a 
Fellow of the American College of Chest 
Physicians, has resigned as medical director 
of the La Salle County Tuberculosis Sana- 
torium, a position he has held since the sana- 
torium was founded in 1919. 


Dr. Louis H. Clerf, Philadelphia, Pennsyl- 
vania; a Fellow of the American College of 
Chest Physicians, addressed the Eleventh Dis- 
trict Councilor Medical Society at Washing- 
ton, D. C. The subject of his talk was “Bron- 
chescopy and Pulmonary Infections.” 


Dr. W. S. Rude, Ridgetop, Tennessee; a 
Governor of the American College of Chest 
Physicians, was elected Vice-President for the 
Middle Tennessee District of the Tennessee 
State Medical Association and he was appoint- 
ed Chairman of the State Committee on Tu- 
berculosis. 
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Dr. Louis M. Limbaugh, Jacksonville 
Florida; a Fellow of the American College of 
Chest Physicians, was elected as a member 
of the Executive Council of the Florida State 
Medical Association for a term of three years. 


Dr. James L. Hamilton, Cattanooga, Ten- 
nessee; a Fellow of the American College of 
Chest Physicians, was named a member of 
the State Committee on Tuberculosis. 

Dr. Harry Golembe, Liberty, New York; a 
Fellow of the American College of Chest 
Physicians, was elected President of the Sul- 
livan County Medical Society. 


Dr. Hugh M. Kinghorn, Saranac Lake, New 
York; a Fellow of the American College of 
Chest Physicians, delivered a paper before the 
132nd annual meeting of the Medical Society 
of the State of New York. The title of his pa- 
per was “Vacination Against Tuberculosis.” 


A committee representing the North Caro- 
lina State Medical Association and the North 
Carolina Tuberculosis Association have been 
appointed to study plans to raise funds for a 
suitable memorial to the late Dr. Louis B. 
McBrayer, Southern Pines, North Carolina. 
Dr. McBrayer was the Executive Secretary of 
the North Carolina Tuberculosis Association 
for many years and active in developing the 
Suberculosis program of the State of Nortr 
Carolina. Dr. George G. Dixon, Ayden, Nort} 
Carolina, is representing the State Medical 
Society on the Committee and Dr. William 
H. Smith, Goldsboro, North Carolina, is re- 
presenting the North Carolina State Tubercu- 
losis Association. 


Texas Tuberculosis Committee: 


The President of the Texas State Medical 
Association announces the following physi- 
cians who will serve as members of the Tu- 
berculosis Committee of the State Medical 
Society: Dr. R. B. Homan, Sr., El Paso, Chair- 
man; Dr. W. D. Anderson, San Angelo; Dr. 
C. B. Carter, Dallas; Dr. Sim Hulsey, Ft. 
Worth; Dr. A. A. Ledbetter, Houston; and Dr. 
J. B. White, Amarillo. Drs. Homan, Anderson, 
Hulsey, and White are Fellows of the Ameri- 
can College of Chest Physicians. 


SEATTLE 


FREDERICK SLYFIELD, M.D. 


Laurel Beach Sanatorium 


(On the Salt Water Beach) 


A private sanatorium fully equipped for the modern treatment of Chest Diseases....X-Ray, sluoroscope. 
Pneumothorax, Phrenectomy and Thoracoplasty...-.Special diets when required; private and semi-private 
rooms. Rates: From $25.00 per week up, including medical care. 


JOHN E. NELSON, M.D. 


WASHINGTON 


RAYMOND E. TENNANT, M.D. 
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